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This form is to be completed by the employee, unless physically unable. Complete all all sectzons ‘and forward to the
supervisor. Note: Incomplete reporis will be returned to the employee for revision. - .
1. General Information Section

[Employee Name: || Aelion  Seabued 5 /il ]k
| cation: | Teoa§ 1230

[cog ‘
'Length of t]me in ﬂllS department” N

| Job Assignment: | “Tieokegy |

[How long on current job assignment? | ooy ]

In the. spaee below,v descrlbe the ;ngld "f}_;W'llat happened What you were domg‘? What . R

equlpment, mac 1nery or su  wer
Any i m]urles - complete the “Imurv Sectmn” below, 1f not Sklp to Sectmn 3, _ ,
.{ g\ : i }&E’?s&'s%&-} s ¢ m he  les D Wi vy & ‘s‘féu&f‘g gﬁiu?‘t“” Ov @ 3%“{}““
g}w«%& é"éh‘»a?\% LE a? Ty & €'\g, A %‘”‘m\fz_,*” %{}i‘auﬁ 3ot iy R ”“")f g

2. Injury Section

b hend 2oy lee S
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3 Wxtness Sectmn
List all WItnesses to the incident that you are aware of:

g" Vi, \{\f ARV ¢

‘Where were the witnesses located in proximity to the incident? . .

i'\ 3 %
Y &\} ‘?“a} R (\‘\ I D il avily

4. .Reportmg‘Sectl‘on - ]
[ Did you report the incident to your supervisor? | Yes) . | [No |

[ If s0, name of supervisor that you reported the incident to? | Ly 00y

If not, why did you not report the incident? -~~~

I, by signature below, do hereby declare all mfomzatzoxz is true and corvect. Furthermore, I authori: ize any doctor, hospital,
or other medical facility and/or insurance company o release all medical records, medical reports, records of medical
expenses paid or settlelnents relating to this incident to my employer or my employer’s representative.

: Employee s Signature: . | s — / j,,,w
Employee’s Name (prmt) ’ ?{\@w»}‘?\ " J o ol
Date this form completed: LBl
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